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Sample SSA Forms

APPENDIX  D

APPENDIX D

Appendix D contains samples of SSA forms that were mentioned throughout the text of the 
manual as being necessary or helpful to the process of applying for disability benefits. The 
following forms are included in this appendix:

■ Form SSA–8000—SSI Application

■ Form SSA–3368—Disability Report for Adults

■ Form SSA–3369—Work History Report

■ Form SSA–1696—Appointment of Representative

■ Form SSA–561—Request for Reconsideration

■ Form SSA–827—Authorization to Disclose Information to SSA

■ Form SSA–787— Physician’s/Medical Officer’s Statement of Patient’s Capability  
to Manage Benefits

■ Form HA–501—Request for Hearing by Administrative Law Judge

■ Form HA–520—Request for Review of Decision/Order of ALJ
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DISABILITY REPORT - ADULT - Form SSA-3368-BK 

PLEASE READ ALL OF THIS INFORMATION BEFORE YOU BEGIN 
COMPLETING THIS FORM 

THIS IS NOT AN APPLICATION 

IF YOU NEED HELP 

If you need help with this form, do as much of it as you can, and your interviewer will help 
you finish it. However, if you have access to the Internet, you may access the Disability 
Report Form Guide at http://www.socialsecurity.gov/disability/3368/index.htm. 

HOW TO COMPLETE THIS FORM 

The information that you give us on this form will be used by the office that makes the 
disability decision on your disability claim. You can help them by completing as much of the 
form as you can. 

� Please fill out as much of this form as you can before your interview appointment. 
� Print or type. 
� DO NOT LEAVE ANSWERS BLANK. If you do not know the answers, or the answer is 

"none" or "does not apply," please write: "don't know," or "none," or "does not apply." 
� IN SECTION 4, PUT INFORMATION ON ONLY ONE DOCTOR/HOSPITAL/CLINIC 

IN EACH SPACE. 
� Each address should include a ZIP code. Each telephone number should include an area code. 
� DO NOT ASK A DOCTOR OR HOSPITAL TO COMPLETE THE FORM. However, 

you can get help from other people, like a friend or family member. 
� If your appointment is for an interview by telephone, have the form ready to discuss with us 

when we call you. 
� If your appointment is for an interview in our office, bring the completed form with you or 

mail it ahead of time, if you were told to do so. 
� When a question refers to "you," "your" or the "Disabled Person," it refers to the person who 

is applying for disability benefits. If you are filling out the form for someone else, please 
provide information about him or her. 

� Be sure to explain an answer if the question asks for an explanation, or if you want to give 
additional information. 

� If you need more space to answer any questions or want to tell us more about an answer, 
please  use the "REMARKS" section on Pages 9 and 10,  and show the number of the question 
being answered. 

ABOUT YOUR MEDICAL RECORDS 

If you have any medical records and copies of prescriptions at home for the person who is applying 
for disability benefits, send them to our office with your completed forms or bring them with you 
to your interview.  Also, bring any prescription bottles with you.  If you need the records back, 
tell us and we will photocopy them and return them to you. 

YOU DO NOT NEED TO ASK DOCTORS OR HOSPITALS FOR ANY MEDICAL 
RECORDS THAT YOU DO NOT ALREADY HAVE. With your permission, we will do that 
for you. The information we ask for on this form tells us to whom we should send a request for 
medical and other records.  If you cannot remember the names and addresses of any of the doctors 
or hospitals, or the dates of treatment, perhaps you can get this information from the telephone 
book, or from medical bills, prescriptions and prescription bottles. 
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WHAT WE MEAN BY "DISABILITY" 

"Disability" under Social Security is based on your inability to work. For purposes of this 
claim, we want you to understand that "disability" means that you are unable to work as defined 
by the Social Security Act.  You will be considered disabled if you are unable to do any kind of 
work for which you are suited and if your disability is expected to last (or has lasted) for at least 
a year or to result in death. So when we ask, "when did you become unable to work," we are 
asking when you became disabled as defined by the Social Security Act. 

The Privacy And Paperwork Reduction Acts 

The Social Security Administration is authorized to collect the information on this form under 
sections 205(a), 223(d) and 1631(e)(1) of the Social Security Act. The information on this form 
is needed by Social Security to make a decision on the named claimant's claim. While giving us 
the information on this form is voluntary, failure to provide all or part of the requested 
information could prevent an accurate or timely decision on the named claimant's claim. 
Although the information you furnish is almost never used for any purpose other than making a 
determination about the claimant's disability, such information may be disclosed by the Social 
Security Administration as follows: (1) to enable a third party or agency to assist Social Security 
in establishing rights to Social Security benefits and/or coverage; (2) to comply with Federal 
Laws requiring the release of information from Social Security records (e.g., to the General 
Accounting Office and the Department of Veterans Affairs); and (3) to facilitate statistical 
research and such activities necessary to assure the integrity and improvement of the Social 
Security programs (e.g., to the Bureau of the Census and private concerns under contract to 
Social Security). 

We may also use the information you give us when we match records by computer. Matching 
programs compare our records with those of other Federal, State, or local government agencies. 
Many agencies may use matching programs to find or prove that a person qualifies for benefits 
paid by the Federal government. The law allows us to do this even if you do not agree to it. 

Explanations about these and other reasons why information you provide us may be used or 
given out are available in Social Security offices. If you want to learn more about this, contact 
any Social Security office. 

PAPERWORK REDUCTION ACT:   This information collection meets the requirements of 44 
U.S.C. § 3507, as amended by Section 2 of the Paperwork Reduction Act of 1995. You do not 
need to answer these questions unless we display a valid Office of Management and Budget 
control number.  We estimate that it will take about 60 minutes to read the instructions, gather 
the facts, and answer the questions.  SEND OR BRING THE COMPLETED FORM TO 
YOUR LOCAL SOCIAL SECURITY OFFICE. The office is listed under U. S. 
Government agencies in your telephone directory or you may call Social Security at 
1-800-772-1213. You may send comments on our time estimate above to:  SSA, 1338 Annex 
Building, Baltimore, MD 21235-0001. Send only comments relating to our time estimate to 
this address, not the completed form. 

PLEASE REMOVE THIS SHEET BEFORE RETURNING THE COMPLETED FORM. 



Form Approved 
OMB No. 0960-0579 SOCIAL SECURITY ADMINISTRATION 

For SSA Use Only 
Do not write in this box. 

DISABILITY REPORT 
Related SSN 

ADULT
Number Holder 

SECTION 1- INFORMATION ABOUT THE DISABLED PERSON 

A. NAME (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER 

C. DAYTIME TELEPHONE NUMBER (If you have no number where you can be reached, give us a           
    daytime number where we can leave a message for you.) 

Area Number Your Number Message Number None
Code

D.Give the name of a friend or relative that we can contact (other than your doctors) who
knows about your illnesses, injuries or conditions and can help you with your claim. 

NAME  RELATIONSHIP

ADDRESS
(Number, Street, Apt. No.(If any), P.O. Box, or Rural Route) 

DAYTIME
City State ZIP PHONE Area Code Number

E. What is your F. What is your weight
 height without without shoes? 
shoes?

feet inches pounds

G. Do you have a medical assistance card? (For Example, Medicaid YES NO
or Medi-Cal) If "YES," show the number here: 

H. Can you speak and understand English? NO If "NO," what is your preferred YES
language?____________________________

NOTE:  If you cannot speak and understand English, we will provide an interpreter, free of charge. 

If you cannot speak and understand English, is there someone we may contact who speaks and 
understands English and will give you messages? NO (If "YES," and that person is the same as in YES
"D" above show "SAME" here. If not, complete the following information.) 

NAME  __________________________________________________ RELATIONSHIP

ADDRESS
(Number, Street, Apt. No.(If any), P.O. Box, or Rural Route) 

DAYTIME
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City State ZIP PHONE Area Code Number

YESI. Can you read and NO J. Can you write more than YES NO
understand English? your name in English?

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 1 



SECTION 2 
YOUR ILLNESSES, INJURIES OR CONDITIONS AND HOW THEY AFFECT YOU 

A. What are the illnesses, injuries or conditions that limit your ability to work? 

B. How do your illnesses, injuries or conditions limit your ability to work?    

C. Do your illnesses, injuries or conditions cause you pain YES NO
or other symptoms?

D. When did your illnesses, injuries or 
conditions first bother you?

E. When did you become unable to work because
 of your illnesses, injuries or conditions? 

YearDayMonth

Month Day Year

F. Have you ever worked? NO (If "NO," go 
to Section 4.) 

YES

G. Did you work at any time after the date your 
     illnesses, injuries or conditions first bothered you? YES NO

H. If "YES," did your illnesses, injuries or conditions cause you to: (check all that apply) 

work fewer hours? (Explain below) 

change your job duties? (Explain below) 

make any job-related changes such as your attendance, help needed, or employers? 
(Explain below) 

I. Are you working now? YES NO

If "NO," when did you stop working? Month Day Year

J. Why did you stop working?
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SECTION 3 - INFORMATION ABOUT YOUR WORK 
A. List all the jobs that you had in the 15 years before you became unable to work because of your 
illnesses, injuries or conditions. 

JOB TITLE 
(Example, Cook) 

TYPE OF 
BUSINESS
(Example,

Restaurant)

DATES WORKED 
(month & year) 

HOURS
PER
DAY

DAYS
PER

WEEK

RATE OF PAY 
(Per hour, day, 

week,month or year) 

From To

$

$

$

$

$

$

$

B. Which job did you do the longest? 

C. Describe this job. What did you do all day? (If you need more space, write in the
"Remarks" section.) 

D. In this job, did you: 

Use machines, tools or equipment? 

Use technical knowledge or skills? 

Do any writing, complete reports, or perform duties like this? 

E. In this job, how many total hours each day did you: 
Walk? Stoop? (Bend down & forward at waist.) 

Stand? Kneel? (Bend legs to rest on knees.) 

Sit? Crouch? (Bend legs & back down & forward.) 

Climb? Crawl? (Move on hands & knees.) 

YES NO

YES NO

YES NO

Handle, grab or grasp big objects? 

Reach? 

Write, type or handle small objects? 

F. Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.) 

G. Check heaviest weight lifted: 
Less than 10 lbs  10 lbs  20 lbs  50 lbs  100 lbs. or more  Other 

H. Check weight frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.) 

Less than 10 lbs  10 lbs  25 lbs  50 lbs. or more  Other 

I. Did you supervise other people in this job? YES (Complete items below.) NO (If NO, go to J.) 

How many people did you supervise? 
What part of your time was spent supervising people? 
Did you hire and fire employees? YES NO

J. Were you a lead worker? YES NO
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SECTION 4 - INFORMATION ABOUT YOUR MEDICAL RECORDS 

A.  Have you been seen by a doctor/hospital/clinic or anyone else for the illnesses, 
injuries or conditions that limit your ability to work? YES NO

B.  Have you been seen by a doctor/hospital/clinic or anyone else for emotional or 
     mental problems that limit your ability to work? YES NO

If you answered "NO" to both of these questions, go to Section 5. 

C. List other names you have used on your medical records. 

Tell us who may have medical records or other 
information about your illnesses, injuries or conditions. 

D. List each DOCTOR/HMO/THERAPIST/OTHER. Include your next appointment. 

1. NAME DATES

STREET ADDRESS FIRST VISIT 

CITY STATE ZIP LAST SEEN 

PHONE PATIENT ID # (If known) NEXT APPOINTMENT
Area Code Phone Number 

REASONS FOR VISITS 

WHAT TREATMENT WAS RECEIVED? 

2. NAME DATES

STREET ADDRESS FIRST VISIT 

CITY STATE ZIP LAST SEEN 

PHONE PATIENT ID # (If known) NEXT APPOINTMENT
Area Code Phone Number 

REASONS FOR VISITS 

WHAT TREATMENT WAS RECEIVED? 
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SECTION 4 - INFORMATION ABOUT YOUR MEDICAL RECORDS 

DOCTOR/HMO/THERAPIST/OTHER 

3.NAME DATES

STREET ADDRESS FIRST VISIT 

STATECITY ZIP LAST SEEN 

PHONE PATIENT ID # (If known) NEXT APPOINTMENT
Area Code Phone Number 

REASONS FOR VISITS 

WHAT TREATMENT WAS RECEIVED? 

If you need more space, use Remarks, Section 9. 

E. List each HOSPITAL/CLINIC. Include your next appointment. 

1. HOSPITAL/CLINIC TYPE OF VISIT DATES
DATE IN DATE OUTNAME INPATIENT

STAYS
(Stayed at least 

overnight)STREET ADDRESS 
DATE FIRST VISIT DATE LAST VISIT 

OUTPATIENT
VISITSCITY STATE  ZIP 

(Sent home same 
day)

DATE OF VISITS 
PHONE EMERGENCY

ROOM VISITS 
Area Code Phone Number 

Next appointment Your hospital/clinic number

Reasons for visits 

What treatment did you receive? 

What doctors do you see at this hospital/clinic on a regular basis? 

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 5 



SECTION 4-INFORMATION ABOUT YOUR MEDICAL RECORDS 

HOSPITAL/CLINIC

2. HOSPITAL/CLINIC TYPE OF VISIT DATES
DATE IN DATE OUTNAME INPATIENT

STAYS
(Stayed at least 

overnight)STREET ADDRESS 
DATE FIRST VISIT DATE LAST VISIT 

OUTPATIENT
VISITSCITY STATE  ZIP 

(Sent home same 
day)

DATE OF VISITS 
PHONE EMERGENCY

ROOM VISITS 
Area Code Phone Number 

Next appointment Your hospital/clinic number

Reasons for visits 

What treatment did you receive? 

What doctors do you see at this hospital/clinic on a regular basis? 

If you need more space, use Remarks, Section 9. 

F. Does anyone else have medical records or information about your illnesses, injuries or 
    conditions (Workers' Compensation, insurance companies, prisons, attorneys,  

welfare), or are you scheduled to see anyone else? 

NOYES (If "YES," complete information below.) 

NAME DATES

STREET ADDRESS FIRST VISIT 

CITY STATE ZIP LAST SEEN 

PHONE NEXT APPOINTMENT 
Area Code Phone Number 

CLAIM NUMBER (If any) 

REASONS FOR VISITS 

If you need more space, use Remarks, Section 9. 
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SECTION 5 - MEDICATIONS 

Do you currently take any medications for your illnesses, injuries or conditions? YES
If "YES," please tell us the following: (Look at your medicine bottles, if necessary.) NO

IF PRESCRIBED, GIVE SIDE EFFECTSREASON FOR 
NAME OF DOCTOR YOU HAVENAME OF MEDICINE MEDICINE

If you need more space, use Remarks, Section 9. 

SECTION 6 - TESTS 

CARDIAC
CATHETERIZATION

part
MRI/CT SCAN Name of body 
part

BREATHING TEST 

HIV TEST 

EEG (BRAIN WAVE TEST) 

IQ TESTING 

VISION TEST 

TREADMILL (EXERCISE TEST) 

EKG (HEART TEST) 

Have you had, or will you have, any medical tests for illnesses, injuries or conditions? 

KIND OF TEST 

YES NO

WHEN DONE, OR 
WHEN WILL IT 

BE DONE? 
(Month, day, year) 

WHERE DONE? 
(Name of Facility) 

WHO SENT YOU FOR 
THIS TEST? 

SPEECH/LANGUAGE TEST 

HEARING TEST 

X-RAY--Name of body

BLOOD TEST (NOT HIV) 

BIOPSY--Name of body part 

If "YES," please tell us the following: (Give approximate dates, if necessary.) 

If you have had other tests, list them in Remarks, Section 9. 
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SECTION 7-EDUCATION/TRAINING INFORMATION 

A. Check the highest grade of school completed.

0  1  2  3  4  5  6  7  8  9  10  
Grade school: 

11  12  GED 1 2 
College:

3 4 or more 

Approximate date completed: 

NAME OF SCHOOL 

B. Did you attend special education classes? YES NO (If "NO," go to part C) 

ADDRESS  
(Number, Street, Apt. No.(if any), P.O. Box or Rural Route) 

City State Zip

DATES ATTENDED TO

TYPE OF PROGRAM 

C. Have you completed any type of special job training, trade or vocational school? 

YES NO If "YES," what type? 

Approximate date completed:  

SECTION 8 - VOCATIONAL REHABILITATION, EMPLOYMENT, 
or OTHER SUPPORT SERVICES INFORMATION 

Are you participating in the Ticket Program or another program of vocational rehabilitation 
services, employment services or other support services to help you go to work? 

YES (Complete the information below) NO

NAME OF ORGANIZATION 

NAME OF COUNSELOR 

ADDRESS
(Number, Street, Apt. No.(if any), P.O. Box or Rural Route) 

City State Zip

DAYTIME PHONE NUMBER 
Area Code Number

DATES SEEN TO

TYPE OF SERVICES OR      
TESTS PERFORMED (IQ, vision, physicals, hearing, workshops, etc.) 

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 8 



SECTION 9 - REMARKS 

Use this section for any added information you did not show in earlier parts of the form. 
When you are done with this section (or if you don't have anything to add), be sure to 
go to the next page and complete the blocks there. 
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SECTION 9 - REMARKS 

Name of person completing this form (Please Print) Date Form Completed (Month, day, year) 

Address (Number and street) e-mail address (optional)

City State Zip Code 

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 10 



     
    

   

                  
                 
















    

   

                   
                  
       

   
            

               
       

            
                
      

                
      

              
          

    

          
     

                
               
                  
                   
               
          



      

              
                
                 
                 
               
              
                 
               
              
              
               
            

                
              
                 
                   
                 


             
                   
               
                  
            
                
                 
              
               
 

     
  



 














 
    

  

            







     
       

                
         

   

                  
     














 

      





    











     





                
  

 

    


  

   

         
    
     
   

  

                 

          

                 

    

    

     

     

        

       



               











    

 

 



   


   
  
















    









  


                
  

 

  


  

   

         
    
     
   

  



                 

          

                 

    

    

     

     

        

       



               







   





     

    



 

 

   


   
  




    























                
  

 

    


  

   

         
    
     
   



                 

          

                 

    

    

     

     

        

       



               







   







     

    



 

 

  

   


   
  


    























                 

                
  

 

    


  

   

         
    
     
   

  


                 

          

    

    

     

     

        

       



               







   







     

    



 

 

   


   
  


    























                
  

 

    


  

   

         
    
     
   

  


                 

          

                 

    

    

     

     

        

       



               





   







     

    



 

 

   


   
  


    























  


 

                
  

  


  

   

         
    
     
   

  


                 

          

                 

    

    

     

     

        

       



               







   







     

    



 

 

   


   
  


    



























     

   

    

                        
   

        



 

 



 





 



Social Security Administration
   Please read the back of the last copy before you complete this form. 

Form Approved
OMB No. 0960-0527 

Name (Claimant) (Print or Type) Social Security Number 

Wage Earner (If Different) Social Security Number 

Part I APPOINTMENT OF REPRESENTATIVE 

I appoint this person, ,
(Name and Address) 

to act as my representative in connection with my claim(s) or asserted right(s) under: 

Title II Title XVI Title XVIII Title VIII 
(RSDI) (SSI) (Medicare Coverage) (SVB)

This person may, entirely in my place, make any request or give any notice; give or draw out evidence or 
information; get information; and receive any notice in connection with my pending claim(s) or asserted right(s). 

I appoint, or I now have, more than one representative. My main representative 
is .

(Name of Principal Representative) 

Signature (Claimant) Address

Telephone Number (with Area Code) Fax Number (with Area Code) Date

Part II ACCEPTANCE OF APPOINTMENT 

I, , hereby accept the above appointment. I certify that I 
have not been suspended or prohibited from practice before the Social Security Administration; that I am not 
disqualified from representing the claimant as a current or former officer or employee of the United States; and that 
I will not charge or collect any fee for the representation, even if a third party will pay the fee, unless it has been 
approved in accordance with the laws and rules referred to on the reverse side of the representative's copy of this 
form. If I decide not to charge or collect a fee for the representation, I will notify the Social Security Administration. 
(Completion of Part III satisfies this requirement.) 
Check one: 

I am an attorney.  I am a non-attorney who is eligible to receive direct fee payment. 

 I am not an attorney and I am ineligible to receive direct fee payment. 

I have been disbarred or suspended from a court or bar to which I was previously admitted to practice as an 
attorney.  YES NO  

I have been disqualified from participating in or appearing before a Federal program or agency.  YES NO

I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying 
statements or forms, and it is true and correct to the best of my knowledge. 

Signature (Representative) Address

Telephone Number (with Area Code) Fax Number (with Area Code) Date

Part III (Optional) WAIVER OF FEE 
I waive my right to charge and collect a fee under sections 206 and 1631(d)(2) of the Social Security Act. I 
release my client (the claimant) from any obligations, contractual or otherwise, which may be owed to me for 
services I have provided in connection with my client's claim(s) or asserted right(s). 
Signature (Representative) Date

Part IV (Optional) WAIVER OF DIRECT PAYMENT 
by Attorney or Non-Attorney Eligible to Receive Direct Payment 

I waive only my right to direct payment of a fee from the withheld past-due retirement, survivors, disability 
insurance or supplemental security income benefits of my client (the claimant). I do not waive my right to request 
fee approval and to collect a fee directly from my client or a third party.
Signature (Attorney or Eligible Non-Attorney (for Direct Payment) Representative) Date

Form SSA-1696-U4 (1-2005)  EF (1-2005) (See Important Information on Reverse) FILE COPY 
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INFORMATION FOR CLAIMANTS 
What a Representative May Do What Your Representative(s) May Charge, 

continued
We will work directly with your appointed representative unless 
he or she asks us to work directly with you. Your  representative 
may:

o  get information from your claim(s) file; 
o  give us evidence or information to support your claim; 
o  come with you, or for you, to any interview, 

conference, or hearing you have with us; 
o  request a reconsideration, hearing, or Appeals Council 

review; and 
o  help you and your witnesses prepare for a hearing and 

question any witnesses. 

Also, your representative will receive a copy of the 
decision(s) we make on your claim(s). We will rely on your 
representative to tell you about the status of your claim(s), but you 
still may call or visit us for information. 

You and your representative(s) are responsible for giving Social 
Security accurate information. It is wrong to willingly furnish 
false information. Doing so may result in criminal prosecution. 

We usually continue to work with your representative until 
(1) you tell us that he or she no longer represents you; or 
(2) your representative tells us that he or she is withdrawing or 
indicates that his or her services have ended (for example, by 
filing a fee petition or not pursuing an appeal). We do not 
continue to work with someone who is suspended or disqualified 
from representing claimants. 

What Your Representative(s) May Charge 

Each representative you appoint can ask for a fee.  To charge you 
a fee for services, your representative must get our approval. 
(Even when someone else will pay the fee for you, for example, 
an insurance company, your representative usually must get our 
approval.) One way is to file a fee petition. The other way is to 
file a fee agreement with us. In either case, your representative 
cannot charge you more than the fee amount we approve.  If he or 
she does, promptly report this to your Social Security office. 

o  Filing a Fee Petition 

Your representative may ask for approval of a fee by giving us a 
fee petition when his or her work on your claim(s) is complete. 
This written request describes in detail the amount of time he or 
she spent on each service provided you.  The request also gives 
the amount of the fee the representative wants to charge for these 
services. Your representative must give you a copy of the fee 
petition and each attachment. If you disagree with the information 
shown in the fee petition, contact your Social Security office. 
Please do this within 20 days of receiving your copy of the 
petition.

We will review the petition and consider the reasonable value of 
the services provided.  Then we will tell you in writing the 
amount of the fee we approve. 

o  Filing A Fee Agreement 

If you and your representative have a written fee agreement, 
one of you must give it to us before we decide your claim(s). 
We usually will approve the agreement if you both signed it; 
the fee you agreed on is no more than 25 percent of past-due 
benefits, or $5,300 (or a higher amount we set and 
announced in the Federal Register), whichever is less; we 
approve your claim(s); and your claim results in past-due 
benefits. We will tell you in writing the amount of the fee 
your representative can charge based on the agreement.

If we do not approve the fee agreement, we will tell you and your 
representative in writing. Then your representative must file a fee petition 
to charge and collect a fee. 

After we tell you the amount of the fee your representative can charge, you 
or your representative can ask us to look at it again if either or both of you 
disagree with the amount. (If we approved a fee agreement, the person who 
decided your claim(s) also may ask us to lower the amount.) Someone who 
did not decide the amount of the fee the first time will review and finally 
decide the amount of the fee. 

How Much You Pay 

You never owe more than the fee we approve, except for: 

o  any fee a Federal court allows for your representative's  
             services before it; and  
o  out-of-pocket expenses your representative incurs or  

expects to incur, for example, the cost of getting your  
doctor's or hospital's records. Our approval is not  
needed for such expenses. 

Your representative may accept money in advance as long as 
he or she holds it in a trust or escrow account.  If an attorney 
or a non-attorney who is eligible to receive direct fee payment 
represents you, and if your retirement, survivors, disability 
insurance, and/or supplemental security income claim(s) 
results in past-due benefits, we usually withhold 25 percent of 
your past-due benefits to pay toward the fee for you. 

You must pay your representative directly: 

o  the rest of the fee you owe 

- if the amount of the fee is more than any amount(s)
       your representative held for you in a trust or          

escrow account and we withheld and paid your 
       representative for you. 

o  all of the fee you owe 

- if we did not withhold past-due benefits, for example, because 
     your representative waived direct payment, or you discharged the   
     representative, or the representative withdrew from representing 
     you before we issued a favorable decision; or if we withheld, but    
     later paid you the money because your representative did not either 
     ask for our approval until after 60 days of the date of your notice 
     of award or tell us on time that he or she planned to ask for a fee. 

Form SSA-1696-U4 (1-2005) EF (1-2005) 



Form Approved 
SOCIAL SECURITY ADMINISTRATION TOE 710 OMB No. 0960-0622

REQUEST FOR RECONSIDERATION (Do not write in this space) 

NAME OF CLAIMANT NAME OF WAGE EARNER OR SELF-EMPLOYED 
PERSON (If different from claimant.) 

SOCIAL SECURITY CLAIM NUMBER SUPPLEMENTAL SECURITY INCOME (SSI) OR SPECIAL 
VETERANS BENEFITS (SVB) CLAIM NUMBER 

SPOUSE'S NAME (Complete ONLY in SSI cases) SPOUSE'S SOCIAL SECURITY NUMBER 
(Complete ONLY in SSI cases)

CLAIM FOR (Specify type, e.g., retirement, disability, hospital insurance, SSI, SVB, etc.) 

I do not agree with the determination made on the above claim and request reconsideration. My reasons are: 

SUPPLEMENTAL SECURITY INCOME OR SPECIAL VETERANS BENEFITS RECONSIDERATION ONLY 
(See the three ways to appeal in the How To Appeal Your Supplemental Security Income (SSI) Or Special Veterans Benefit (SVB) Decision) instructions.)

 "I want to appeal your decision about my claim for Supplemental Security Income (SSI) or Special Veterans Benefits 
(SVB).  I've read about the three ways to appeal. I've checked the box below." 

Case Review Formal ConferenceInformal Conference 

EITHER THE CLAIMANT OR REPRESENTATIVE SHOULD SIGN - ENTER ADDRESSES FOR BOTH 
I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying statements or 
forms, and it is true and correct to the best of my knowledge. 
CLAIMANT SIGNATURE SIGNATURE OR NAME OF CLAIMANT'S REPRESENTATIVE 

NON-ATTORNEY ATTORNEY

MAILING ADDRESS MAILING ADDRESS 

CITY STATE ZIP CODE CITY STATE ZIP CODE 

TELEPHONE NUMBER (Include area code) DATE TELEPHONE NUMBER (Include area code) DATE

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION 
See list of initial determinations 
1. HAS INITIAL DETERMINATION

 BEEN MADE? YES NO 2. CLAIMANT INSISTS
 ON FILING YES NO

3. IS THIS REQUEST FILED TIMELY? YES NO
(If "NO", attach claimant's explanation for delay and attach only pertinent letter, material, or
 information in social security office.) 

SOCIAL SECURITY OFFICERETIREMENT AND SURVIVORS RECONSIDERATIONS ONLY (CHECK ONE) REFER TO (GN 03102.125) 
ADDRESS

NO FURTHER DEVELOPMENT REQUIRED  (GN 03102.300) 

REQUIRED DEVELOPMENT ATTACHED 

     REQUIRED DEVELOPMENT PENDING, WILL FORWARD OR ADVISE STATUS
     WITHIN 30 DAYS 

ODO, BALTIMORE 

DISABILITY DETERMINATION 
SERVICES (ROUTE WITH 
DISABILITY FOLDER) 

NOTE: Take or mail the signed original

ROUTING
INSTRUCTIONS

(CHECK ONE) 
OIO, BALTIMORE 

CENTRAL PROCESSING 
SITE (SVB)OEO, BALTIMORE 

DISTRICT OFFICE 
RECONSIDERATION

 to your local Social Security office, the Veterans Affairs Regional Office in Manila or any 
U.S. Foreign Service post and keep a copy for your records. 

PROGRAM SERVICE CENTER 

Form SSA-561-U2 (7-2003) EF (3-2005) Destroy Prior Editions Claimant



HOW TO APPEAL YOUR SUPPLEMENTAL SECURITY INCOME (SSI) 
OR SPECIAL VETERANS BENEFIT (SVB) DECISION 

There are three different ways to appeal. You can pick the appeal that fits your case.  You can have a lawyer, 
friend, or someone else help you with your appeal. 

Here are the three ways to appeal: 

1. CASE REVIEW: 

You can give us more facts to add to your file. Then we'll decide your case again. You don't meet with the 
person who decides your case.  
You can pick this kind of appeal in all cases. 

2. INFORMAL CONFERENCE: 

You'll meet with the person who will decide your case. You can tell that person why you 
think you're right. You can give us more facts to help prove you're right. You can bring other people to 
help explain your case. 

You can pick this kind of appeal in all SSI cases except two. You can't have it if we turned down your SSI 
application for medical reasons or because you're not blind. Also you can't have it if we're giving you SSI 
but you disagree with the date we said you became blind or disabled. In SVB cases, you can pick this kind 
of appeal only if we're stopping or lowering your SVB payment. 

3. FORMAL CONFERENCE: 

This is a meeting like an informal conference. Plus, we can make people come to help prove you're right. 
We can do this even if they don't want to help you. You can question these people at your meeting. 

You can pick this kind of appeal only if we're stopping or lowering your SSI or SVB payment. You can't 
get it in any other case. 

Now you know the three kinds of appeals. You can pick the one that fits your case. Then fill out the front of 
this form. We'll help you fill it out. 

There are groups that can help you with your appeal. Some can give you a free lawyer. We can give you the 
names of these groups. 

NOTE: DON'T FILL OUT THIS FORM IF WE SAID WE'LL STOP YOUR DISABILITY 
CHECK FOR MEDICAL REASONS OR BECAUSE YOU'RE NO LONGER BLIND. 
WE'LL GIVE YOU THE RIGHT FORM (SSA-789-U4) FOR YOUR APPEAL. 

The information on this form is authorized by regulation (20 CFR 404.907 - 404.921 and 416.1407 -
416.1421) and Public Law 106-169 (section 809(a)(1) of section 251(a)). While your response to these 
questions is voluntary, the Social Security Administration cannot reconsider the decision on this claim unless 
the information is furnished. 

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 
3507, as amended by Section 2 of the Paperwork Reduction Act of 1995. You do not need to answer these 
questions unless we display a valid Office of Management and Budget control number.  We estimate that it 
will take about 8 minutes to read the instructions, gather the facts, and answer the questions. SEND THE 
COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. To find the nearest office, 
call 1-800-772-1213. Send only comments on our time estimate above to:  SSA, 1338 Annex Building, 
Baltimore, MD 21235-6401. 

Form SSA-561-U2 (7-2003) EF (3-2005) 
Destroy Prior Editions 
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Form Approved 
SOCIAL SECURITY ADMINISTRATION TOE 250 OMB No.0960-0024

PHYSICIAN'S/MEDICAL OFFICER'S STATEMENT OF PATIENT'S CAPABILITY TO MANAGE BENEFITS

(
TELEPHONE NUMBER (Include Area Code) 

Privacy Act: This report is authorized by sections 205(a) and 205(j) of the Social Security
Act, as amended (42 U.S.C. 405(a) and 405(j). While you are not required to respond,
your cooperation will help us decide whether any Social Security benefits that may be due
should be paid directly to the patient or to someone else on the patient's behalf. Your
cooperation in completing and returning this statement will be appreciated. 

We may also use the information you give us when we match records by computer.
Matching programs compare our records with those of other Federal, State, or local 
government agencies. Many agencies may use matching programs to find or prove that a 
person qualifies for benefits paid by the Federal government. The law allows us to do this
even if you do not agree to it. Explanations about these and other reasons why
information you provide may be used or given out are available in Social Security Offices.
If you want to learn more about this, contact any Social Security Office. 

.

PATIENT'S NAME PATIENT'S ADDRESS (Number and Street, City, State, and ZIP 
Code)

In replying, use this address: 
SOCIAL SECURITY ADMINISTRATION 

DATE

SSA CONTACT 

NAME OF WAGE EARNER OR SELF-
EMPLOYED PERSON 

PATIENT'S DATE OF
BIRTH

IDENTIFYING INFORMATION (SSA Only)
If different from patient

PAPERWORK REDUCTION ACT:

This information collection meets the clearance requirements of 44 U.S.C. §3507, as
amended by Section 2 of the Paperwork Reduction Act of 1995. You are not required to
answer these questions unless we display a valid Office of Management and Budget
control number. it will take you about 10 minutes to read the
instructions, gather the necessary facts, and answer the questions. 

/

PATIENT'S SOCIAL SECURITY NUMBER 

SOCIAL SECURITY NUMBER

/

)

We estimate that 

/

/

YOUR HELP IS NEEDED 

The patient shown above has filed for or is receiving Social Security or Supplemental Security
Income payments. We need you to complete the back of this form and return it to us in the 
enclosed envelope to help us decide if we should pay this person directly or if he or she needs a
representative payee to handle the funds. Please Note: This determination affects how benefits 
are paid and has no bearing on disability determinations. Thank you for your help. 

WHO IS A REPRESENTATIVE PAYEE

A representative payee is someone who manages the patient's money to make sure the patient's 
needs are met. The payee has a strong and continuing interest in the patient's well-being and is 
usually a family member or close friend. 

WHO NEEDS A REPRESENTATIVE PAYEE

Some individuals age 18 and older who have mental or physical impairments are not capable of
handling their funds or directing others how to handle them to meet their basic needs, so we
select a representative payee to receive their payments. Examples of impairments which may 
cause incapability are senility, severe brain damage or chronic schizophrenia. However, even 
though a person may need some assistance with such things as bill paying, etc., does not 
necessarily mean he/she cannot make decisions concerning basic needs and is incapable of 
managing his/her own money.

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM 

Form SSA-787 (11-2002) EF (11-2002) Destroy Prior Editions



1. Date you last examined the patient .

2. Do you believe the patient is capable of managing or directing the management of benefits in his or her own best interest? 

By capable we mean that the patient:

� Is able to understand and act on the ordinary affairs of life, such as providing for own adequate food, 
housing, clothing, etc., and 

� Is able, in spite of physical impairments, to manage funds or direct others how to manage them.

Yes  No Unsure

If "Yes", please omit If "No", please provide a brief summary If "unsure",
question 3, but be sure to of the findings that led to this conclusion. please explain.
sign and date the form. Also, complete question 3.

3. Do you expect the patient to be able to manage funds in the future (for example, the patient is temporarily unconscious)?

Yes  No 

If yes, please explain.

TELEPHONE NUMBER (Include Area Code)ADDRESS (Number and street, City, State, and ZIP Code) 

NAME OF PHYSICIAN/MEDICAL OFFICER (Please print.) TITLE

( )
I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying statements or
forms, and it is true and correct to the best of my knowledge. I understand that anyone who knowingly gives a false or
misleading statement about a material fact in this information, or causes someone else to do so, commits a crime and may be
sent to prison, or may face other penalties, or both. 

SIGNATURE OF PHYSICIAN/MEDICAL OFFICER DATE

Form SSA-787 (11-2002) EF (11-2002)



15. Check all claim types that apply:

CF requested

CF Attached:
Title II CF held in FO to establish CAPS ORBIT; or

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION-ACKNOWLEDGMENT OF REQUEST FOR HEARING

HO on 

Language (including sign language):

7. Check one of the blocks:

and I request that a decision be made
based on the evidence in my case.
(Complete Waiver Form HA-4608)

14. Check one:

12. Claimant is represented

5. I REQUEST A HEARING BEFORE AN ADMINISTRATIVE LAW JUDGE. I disagree with the determination made on my claim because:

6. I have additional evidence to submit.

Name and address of source of additional evidence:

2. WAGE EARNER, IF DIFFERENT

16. HO COPY SENT TO:

1. CLAIMANT

13. Interpreter needed

 CF Attached:

11. Was the request for hearing received within 65 days of the reconsidered determination?

REQUEST FOR HEARING BY ADMINISTRATIVE LAW JUDGE

 3. SOC. SEC. CLAIM NUMBER

-  -
 4. SPOUSE's CLAIM NUMBER

- -

SOCIAL SECURITY ADMINISTRATION
OFFICE OF HEARINGS AND APPEALS

Form Approved
OMB No. 0960-0269

If no is checked, attach claimant's explanation for delay; and attach copy of appointment notice, letter, or other pertinent material or information in the
Social Security office.

17. CF COPY SENT TO:

Form HA-501-U5 (5-2003) ef (05-2003)
Destroy Prior Editions

HO on 
(Copy of teletype or phone report attached)

Other Attached:

[You should complete No. 8 and your representative (if any) should complete No. 9. If you are represented and your representative is not available to
complete this form, you should also print his or her name, address, etc. in No. 9.]

You have a right to be represented at the hearing. If you are not represented but would like to be, your Social Security office will give you a list of legal
referral and service organizations. (If you are represented and have not done so previously, complete and submit form SSA-1696 (Appointment of
Representative).)

(Take or mail the signed original to your local Social Security office, the Veterans Affairs
Regional Office in Manila or any U.S. Foreign Service post and keep a copy for your records)

(Please submit it to the hearing office within 10 days. Your servicing Social Security Office will
provide the address. Attach an additional sheet if you need more space.)

(Title) (Address) (Servicing FO Code) (PC Code)

Title II Disablility-worker or child only
Title II Disability-Widow(er) only

SSI Aged/Title II

SSI Aged only
SSI Blind only
SSI Disability only

SSI Blind/Title II

HI Entitlement
Title VIII Only

SSI Disability/Title II

Yes No

Yes No

I wish to appear at a hearing.

I do not wish to appear at a hearing

Initial Entitlement Case
Disability Cessation Case
Other Postentitlement Case

Title II; Title XVI; Title VIII; or

Title II; Title XVI Title VIII

Title II; Title XVI

RSI only

See
Privacy Act Notice

List of legal referral and service organizations provided

Other - Specify:
Title VIII/Title XVI

Yes No

10. Request received for the Social Security Administration on by:
(Date) (Print Name)

ADDRESS

9. (REPRESENTATIVE'S SIGNATURE/NAME)8. (CLAIMANT'S SIGNATURE)

CITY  STATE  ZIP CODE
-

CITY  STATE  ZIP CODE
-

 (DATE)

 TELEPHONE NUMBER    
(   )    -

 (DATE)

 TELEPHONE NUMBER
( ) -

 FAX NUMBER
( ) -

 FAX NUMBER
(   )  -

ATTORNEY; NON ATTORNEY;(ADDRESS)

YES NO

I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying statements or forms, and it is
true and correct to the best of my knowledge.

TAKE OR SEND ORIGINAL TO SSA AND RETAIN A COPY FOR YOUR RECORDS

An Administrative Law Judge of the Office of Hearings and Appeals will be appointed to conduct the hearing or other proceedings in your case. You will
receive notice of the time and place of a hearing at least 20 days before the date set for a hearing.

(RSI)
(DIWC)
(DIWW)
(SSIA)
(SSIB)
(SSID)
(SSAC)
(SSBC)
(SSDC)
(HIE)
(SVB)
(SVB/SSI)

                             CLAIMANT



Form HA-501-U5 (5-2003) ef (05-2003)

PAPERWORK/PRIVACY ACT NOTICE

The Social Security Act (sections 205(a), 702, 1631(e)(1)(a) and (b), and 1869(b)
(1) and (c), and Public Law 106-169 (Section 809(a)(1) of Sections 251(a)) as
appropriate) authorizes the collection of information on this form. We need the
information to continue processing your claim. You do not have to give it, but if
you do not you may not receive benefits under the Social Security Act. We may
give out the information on this form without your written consent if we need to
get more information to decide if you are eligible for benefits or if a Federal law
requires us to do so. Specifically, we may provide information to another
Federal, State, or local government agency which is deciding your eligibility for
a government benefit or program; to the President or a Congressman inquiring on
your behalf; to an independent party who needs statistical information for a
research paper or audit report on a Social Security program; or to the Department
of Justice to represent the Federal Government in a court suit related to a
program administered by the Social Security Administration. We explain, in the
Federal Register, these and other reasons why we may use or give out
information about you. If you would like more information, get in touch with
any Social Security office, the Veterans Affairs Regional Office in Manila, or
any U.S. Foreign Service post.

We may also use the information you give us when we match records by
computer. Matching programs compare our records with those of other Federal,
State, or local government agencies. Many agencies may use matching programs
to find or prove that a person qualifies for benefits paid by the Federal
government. The law allows us to do this even if you do not agree to it.

Explanations about these and other reasons why information about you may be
used or given out are available in Social Security offices. If you want to learn
more about this, contact any Social Security office, the Veterans Affairs
Regional Office in Manila, or any U.S. Foreign Service post.

Paperwork Reduction Act Statement - This information collection meets the
requirements of 44 U.S.C. § 3507, as amended by Section 2 of the Paperwork
Reduction Act of 1995. You do not need to answer these questions unless we
display a valid Office of Management and Budget control number. We estimate
that it will take about 10 minutes to read the instructions, gather the facts, and
answer the questions. SEND THE COMPLETED FORM TO YOUR
LOCAL SOCIAL SECURITY OFFICE. The office is listed under U. S.
Government agencies in your telephone directory or you may call Social
Security at 1-800-772-1213. You may send comments on our time estimate
above to: SSA, 1338 Annex Building, Baltimore, MD 21235-0001. Send only
comments relating to our time estimate to this address, not the completed form.



Disability Programs
���������������

�����������������������������������������������

���������������������������������������������������������������������������
����������������������������������������������������������������������������
���������������������������������������������������������������������

�������������������������������������������������������������������������������
������������������������������������������������������������������������������������
�����������������������������������������������������������������������������������
���������������������������������������������������������������������������������
���������������������������������������������������������������������������������
�������������

�������������������������������������������������������������������������������������
����������������������������������������������������������������������������
�������������������������������������������������������������������������������
���������������������������������������������������������������������������
��������������������������������������������������������������������������
�������������������������������������������������������������������������������
���������������������������������������������������������������������

�������������������������������������������������������������������������
�����������������������������������������������������������������������������������
���������������������������������������

������������������������������������������������������������������������������
�������������������������������������������������������������������������������
�������������������������������������������������������������������������������
����������������������������

�������������������������������������������������������������������������
���������������������������������������������������������������������������������
���������������������������������������������������������������������������������
�����������������������������������������

�����������������������

����������������������������������������������������������������������������
��������������������������������������������������������������������������������
�������������������������������������������������������������������������
�����������

Social Security 
Online
��������������



������������������������������������������������������������������������
���������������������������������������

�������������������������������������������������������������

������������������������

� ��� ����������������������������������������������������������������
����������������������������������������������������

� ��� ���������������������������������������������������������������������
����������������������������������������������������������������������

� ��� ����������������������������������������������������������������
����������������������������������������������������������������������
�����������

� � �� ���������������������������������������������������������������������
�������������������

� � �� ���������������������������������������������������������������������
���������������������������������������������

� � �� ������������������������������������������������������������������
�����������������������������������

� � �� �������������������������������������������������������
� � �� �������������������������������������������������������������������

����������������

� ��� ������������������������������������������������������������������
���������������������������������������������������������������������������
����������������������

� ��� ���������������������������������������������������������
������������������������������������������������������������������������
�������������������������������������������������������������������������
��������������������������������������������������������������������
�������������������������������������������

� ��� �����������������������������������������������������������������
��������������������������������������������������������������������
����������������������������������������������������������������������
������������������������������������������������������



� ��� ������������������������������������������������������
����������������������������������������������������������������������
����������������������������������������������������������
������������������������������������������������������������
��������������������������

� ��� ���������������������������������������������������������������
��������������������������������������������������������������
����������������������������������������������������������������
�����������������������������������

� ��� ��������������������������������������������������������������������
������������������������������������������������������������������
��������������������������������������������������������������������
��������������������������������������������������������������
�����������������������������������������������������������������
�������������������������������������������������������������

�������������������������������������������������������������
���������������������������������������������������
��������������������������������������������������������
�������������������������������������

����������������������������������������������������������������

����������������������

���������������������������������������������������������������������
���������������������������������������������������������������������������
�������������������������������������������������������������������������
�������������������������������

��������������





Form Approved 
SOCIAL SECURITY ADMINISTRATION/OFFICE OF HEARINGS AND APPEALS OMB No. 0960-0277 

REQUEST FOR REVIEW OF HEARING DECISION/ORDER 
(Do not use this form for objecting to a recommended ALJ decision.) 

(Take or mail the signed original to your local Social Security office, the Veterans Affairs 
Regional Office in Manila or any U.S. Foreign Service post and keep a copy for your records) 

See Privacy Act Notice 

1. CLAIMANT 2. WAGE EARNER, IF DIFFERENT 

3.  SOCIAL SECURITY CLAIM NUMBER

 - -

4. SPOUSE'S NAME AND SOCIAL SECURITY NUMBER 
(Complete ONLY in Supplemental Security Income Case) 

5. I request that the Appeals Council review the Administrative Law Judge's action on the above claim because: 

ADDITIONAL EVIDENCE 
If you have additional evidence submit it with this request for review. If you need additional time to submit evidence or legal argument, you must 

request an extension of time in writing now. If you request an extension of time, you should explain the reason(s) you are unable to submit the evidence 
or legal argument now. If you neither submit evidence or legal argument now nor within any extension of time the Appeals Council grants, the Appeals 
Council will take its action based on the evidence of record. 

IMPORTANT: Write your Social Security Claim Number on any letter or material you send us. 
SIGNATURE BLOCKS: You should complete No. 6 and your representative (if any) should complete No. 7. If you are represented and your 
representative is not available to complete this form, you should also print his or her name, address, etc. in No. 7. 
I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying statements or 

i

yp pply:

i

l
(2) i i l i l i i i l i

(

Retirement or survivors 

)

i

Initial Entitlement 

Yes No

(RSI)
(DIWE)
(DIWW)
(DIWC)
(SSIA)
(SSIB)
(SSID)
(HIA)
(HIB)
(SVB)
(SVB/SSI)

l by:
(Date) 

FAX NUMBER 
( ) -( ) -

ADDRESSADDRESS

( ) -( ) -

A

THE SOCIAL SECURITY ADMINISTRATION STAFF WILL COMPLETE THIS PART 

9. Is the request for rev ew received within 65 days of the ALJ's Decision/Dismissal? 

12. Check all claim t es that a

APPEALS COUNCIL 
OFFICE OF HEARINGS AND APPEALS, SSA 
5107 Leesburg P ke 
FALLS CHURCH, VA 22041 - 3255 

11. Check one: 

10. If "No" checked: (1) attach claimant's exp anation for delay; and 
attach copy of appo ntment not ce, etter or other pert nent materia or nformat on n the Socia Security Off ce. 

(Title) Address) (Servicing FO Code) (PC Code) 

Disability-Worker 
Disability-Widow(er
Disability-Child 
SSI Aged 
SSI Blind 
SSI Disab lity 
Health Insurance-Part A 
Health Insurance-Part B 

Other - Specify: 

Title VIII Only 
Title VIII/Title XVI 

Termination or other 

forms, and it is true and correct to the best of my knowledge. 

8. Request received for the Socia Security Administration on 
(Print Name) 

(CITY, STATE, ZIP CODE)

     TELEPHONE NUMBER 

PRINT NAME PRINT NAME 

(CITY, STATE, ZIP CODE)

 FAX NUMBER      TELEPHONE NUMBER  

7. REPRESENTATIVE'S SIGNATURE 6. CLAIMANT'S SIGNATURE DATE TTORNEY 
NON-ATTORNEY 

Form HA-520-U5 (5-2003) ef (10-2004) TAKE OR SEND ORIGINAL TO SSA AND RETAIN A COPY FOR YOUR RECORDS 
Destroy Prior Editions



PAPERWORK/PRIVACY ACT NOTICE 

The Social Security Act (sections 205(a), 702, 1631(e)(1)(a) and (b), and 1869(b) 
(1) and (c), and Public Law 106-169 (Section 809(a)(1) of Sections 251(a)) as 
appropriate) authorizes the collection of information on this form. We need the 
information to continue processing your claim. You do not have to give it, but if 
you do not you may not receive benefits under the Social Security Act. We may 
give out the information on this form without your written consent if we need to 
get more information to decide if you are eligible for benefits or if a Federal law 
requires us to do so. Specifically, we may provide  information to another  
Federal, State, or local government agency which is deciding your eligibility for a 
government benefit or program; to the President or a Congressman inquiring on 
your behalf; to an independent party who needs statistical information for a 
research paper or audit report on a Social Security program; or to the Department 
of Justice to represent the Federal Government in a court suit related to a program 
administered by the Social Security Administration. We explain, in the Federal 
Register, these and other reasons why we may use or give out information about 
you. If you would like more information, get in touch with any Social Security 
office, the Veterans Affairs Regional Office in Manila, or any U.S. Foreign 
Service post. 

We may also use the information you give us when we match records by 
computer. Matching programs compare our records with those of other Federal, 
State, or local government agencies. Many agencies may use matching programs 
to find or prove that a person qualifies for benefits paid by the Federal 
government. The law allows us to do this even if you do not agree to it. 

Explanations about these and other reasons why information about you may be 
used or given out are available in Social Security offices. If you want to learn 
more about this, contact any Social Security office, the Veterans Affairs Regional 
Office in Manila, or any U.S. Foreign Service post. 

Paperwork Reduction Act Statement - This information collection meets the 
requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork 
Reduction Act of 1995. You do not need to answer these questions unless we 
display a valid Office of Management and Budget control number. We estimate 
that it will take about 10 minutes to read the instructions, gather the facts, and 
answer the questions. SEND THE COMPLETED FORM TO YOUR LOCAL 
SOCIAL SECURITY OFFICE. The office is listed under U. S. Government 
agencies in your telephone directory or you may call Social Security at 
1-800-772-1213. You may send comments on our time estimate above to: SSA,
1338 Annex Building, Baltimore, MD 21235-6401. Send only comments
relating to our time estimate to this address, not the completed form. 

Form HA-520-U5 (5-2003) ef (10-2004) 
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